other reasons or for no apparent reason. Most textbooks include, for example, a long list of the internal causes of generalized pruritus: one is internal malignancyusually a lymphoma. Again dermatomyositis in children is not related to malignancy though in adults the risk rises to over 30%1o. Exfoliative erythroderma may be due to a severe attack of a common skin disease such as psoriasis or to a drug eruption but a few cases are due to a lymphoreticular neoplasm. Figurate erythemas, Sweets's syndrome and bullous pyoderma gangrenosum and superficial thrombophlebitis all pose similar problems which can only be resolved when the ways in which tumours can upset the skin are understood in more detail. The main gaps lie here: what is the role of epidermal growth factor in acanthosis nigricans or malignant down? The answers to such questions are not yet known, but until they are there can be no substitute for clinical experience, and commonsense must determine the degree to which such patients are investigated. 
Sick doctors
My first encounter with a 'sick' doctor happened when, as a child, I witnessed a plainly drunk general practitioner visiting an elderly relative of mine at her home. In some curious way in the eyes of other relatives and neighbours his incapacity seemed to augment his mystique as a 'good' doctor and I became aware of the collusion, humane though misplaced, so common in these situations.
As a member of the Merrison Committee' I was struck by the volume of evidence received concerning doctors whose fitness to practice was eroded by illness, often dependence on alcohol or drugs, but who seemed either unaware of the problem or unwilling to meet it. While the standard mortality ratio for lung cancer in doctors has fallen far more steeply than that for the general population over a period of40 years, that for liver cirrhosis in doctors has risen in complementary fashion2. Murray's3 figures for Scottish doctors show rates of admission for alcoholism three times that of other social class I males. The importance of cultural factors is indicated by the substantially higher alcoholism rates for Scottish and Irish doctors compared with English, whether practising in their native country or not.
The threefold suicide rate for doctors compared with the population at large2 may reflect the ready access to means of exit which doctors have, together with a knowledge of lethal dosage. On the other hand, the third commonest diagnosisafter alcoholism and drug dependencefor doctors seeking specialist psychiatric help is affective disorder.
In the USA the issue of physician impairnent is taken very seriously, no doubt prompted by the plethora of malpraxis suits. The American Medical Association produces a special newsletter devoted to the problem and there are numerous treatment centres earmarked for doctors. In 1979 a New York State law required doctors to inform the State Licensing Body of cases of impairment; likewise insurance companies must report on claims against doctors.
In the UK there are statutory controls which operate through the General Medical Council and also quite separately, through the principal employer of doctors, the National Health Service. Following recommendations by Merrison', the Medical Act 1978 gave the GMC jurisdiction in cases where the fitness to practise of a doctor is seriously impaired by reason of his physical or mental condition.
In very many cases the need for a formal appearance before the Health Committee has been obviated by the less formal 'Procedures' which are designed to persuade a doctor to seek help while perhaps voluntarily limiting his practice for a while. Viewing these developments from outside the GMC. I have been immensely impressed by the sympathetic and constructive way this has been done. Both Sir John Walton and Dr Philip Connell have been particularly concerned with these arrangements and the profession is in their debt for the way in which they have chosen to operate.
Within the hospital sector of the NHS the revised 'three wise men' system is poorly uxxderstood by many and functions in a patchy fashion. My best anecdote is the response of an administrator in the Health Authority to a request for names of the wise men by a surgical senior registrar worried about his alcoholic chief. 'Sorry, that is confidential' he was told. Likewise in general practice the Family Practitioner Committee has power to take action against GPs failing through illness, but they need to know about the problem first. The use of these controls is dependent upon a report to the relevant authority. There is an understandable reluctance on the part of colleagues to make this, but reticence in this matter sometimes prevails to a degree which is frankly dangerous and certainly not in the best interests of the doctor/ patient. The sick doctor may not be unaware of the escalating problem but is paralysed by diffidence and embarrassment in seeking help from local people he may know socially.
Eight years ago Professor Michael Rosen, now President-Elect of the Association of Anaesthetists, developed a scheme in collaboration with the Royal College of Psychiatrists for providing an offer of help to sick anaesthetists from outside their own 'patch'. The scheme used a telephone 'hot-line' to receive referrals with an assurance of absolute confidentiality and non-coercion. A small group of senior and respected anaesthetists acting as referees took responsibility for assessing the problem and for then arranging contact between the sick doctor and a suitable clinician.
On a larger scale but following the same general approach, the National Counselling and Welfare Service for Sick Doctors was launched in October 1985. This covers the UK and is available to all branches of the profession. It was prompted by an initiative taken by the GMC and the BMA, sup-ported by the Royal Colleges and Faculties. While receiving financial support from the DHSS, the Service is quite autonomous in other respects. Confidentiality is of the essence and no central records containing the names of patient/doctors are kept. A special telephone line (01-580 3160) has been installed and there are over 80 National Advisors in all branches of medicine with a back-up force of some 250 psychiatrists. There has been a substantial response to the offering which this Service makes, and I think one ofthe encouraging aspects is the finding that about a quarter ofthe requests for help come from sick doctors themselves. Having played a part in the setting up ofthis Service, I can say that no one who has been approached to help or to be an advisor has refused, and indeed the willingness of colleagues to help their brethren in hard circumstances is heartwarming to a degree. HMSO, 1931 HMSO, , 1951 HMSO, , 1961 HMSO, , 1971 3 Murray R. Psychiatric illness in male doctors and controls. Br JPpychiatry 1977; 131:1-10
Sports medicine
We live in an age where groups in our society expect their doctors to have a training appropriate to their needs, and the health of an athlete need be no exception.
The association of medicine and sport has been traced by McIntosh' back to the fifth and fourth centuries BC, at which time Aristotle2 was able to observe that the training of athletes was a better organized science than navigation. As society altered and the roles of warrior and athlete were taken over by professionals, the need for recreational sport became apparent (and it is from this time, incidentally, that McIntosh identifies the first food fads). It was left to Galen, the first sports medicine doctor, appointed team physician to the Pergamum gladiators in AD 157, to launch a tirade against this pseudoscience and initiate the war of words which still continues 18 centuries later and in spite (or because) of which alternative medicine gains credence and royal patronage! Despite the involvement of everyone (with conscription) in the wars of the intervening years, the wheel has turned full cycle with wars and sports once again in the hands of the professionals. An ever-increasing population has more and more time (whether they like it or not) to engage in recrea-tional sports, while governments continue to promulgate the policy of sport for all.
Sports medicine tends to be dominated by those who treat the injuries, despite the fact that this activity represents a small part of the role of the sports medicine doctor. It is the fear of the loss of this dominant yet restricted role which seems to fuel many of the debates today. Some argue against sports clinics in that they drain already inadequate resources. This is wrong. Early treatment or diagnosis may save many man hours on the part of the player and of the 'inadequate resources'. To others, sports injuries are selfinflicted, a court martial offence in military terms, and should not be treated separately. Their prejudice prevents them applying the same arguments to departments of obstetrics, chest clinics and venereal disease departments. The result of the dispute is a tendency for the sports sciences to form separate groups, for the therapists to form separate groups and for the medical profession to look inwards and fragment.
Sports participants are not just going to go away. More and more are continuing to be active in sport at a later age than ever before, and others are returning to or taking up a sport in middle age or later. There is an epidemic of sport; more importantly, there is an epidemic of expectation of good health. It is surely better to cater for these trends than to ignore them. 
